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5. TYPE OF PLAN MATERIAL( Check One):  

NEW STATE PLAN AMENDMENT TO BE CONSIDERED AS NEW PLAN X AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT fSe .arate Transmittal or each amendment   .....
6. FEDERAL STATUTE/REGULATION CITATION:      7. FEDERAL BUDGET IMPACT:
42 CRF Parts 431, 440, and 441 a. FFY 2013( three months)     $ 1, 750,490
CMS 2237- IFC a. FFY 2014 7, 166,871
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Attachment 4. 198 Supplement 1C to Attachment 4. 19B
Service 19c Service 19c

Targeted Case Management for Adults with Severe Disabling Mental Targeted Case Management for Adults with Severe Disabling
Illness( SDMI)  Mental Illness( SDMI)

10. SUBJECT OF AMENDMENT:
Increase the rate approximately 2% and update the date of the fee schedule on the Attachment 4. 19B Introduction Page.
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